Among African medical patients with and without heart disease about 63 per cent are found to Precordial Leads (fig. 1A) . In a typical right ventricular surface lead (V2) the end deflection consisted of a deeply inverted T wave with depression of J and an S-T segment bowed upwards to form a wide shoulder; the whole deflection was asymmetrical with a longer distal limb which ended in a rounded hump before settling on the isoelectric line.
In 17 patients these features were most marked in right ventricular surface leads, in three they were seen in all precordial leads and in one they were confined to left ventricular surface leads ( fig. 2A, C, D) .
Standard and Augmented Unipolar Extremity Leads ( fig. 2A, C, D gross as those illustrated in the pictures. The first electrocardiogram recorded from these 21 patients revealed a deeply inverted T wave in only nine and a "cove-plane" or shallow inverted T in the remaining 12. Although the serial changes described above apply to both types, there was one obvious difference in be- fig. 7 ) The two patterns already described were striking and easily detected but in some patients without heart disease the electrocardiogram showed more subtle changes. In these the precordial T wave though upright had lost its contours, the concavity of the upstroke was ironed out and the apex rounded; all gradations were seen from such rounded T waves to completely "flat" ones. The tracings showed changes over the weeks; in some, the T wave gained height and recovered its lines and in others the pattern of T inversion or S-T elevation supervened. Pattern 3 was recognizable in 4.4 per cent of the random group of medical patients but the incidence of lesser degrees of change could not be accurately assessed.
Combined Patterns
In a few patients patterns 1 and 2 were seen together in the same electrocardiograms, leads V1 to V4 showing S-T depression and in-verted T waves aiid leads V5 and V6 S-T elevation and tall T waves. In the majority of patients with pattern 1, however, S-T elevation, if present at all, was only found in leads facing the cavity or the back of the heart and not at "free" ventricular surfaces anteriorly, laterally or posteriorly.
Other Data
The three patterns were seen at rapid and slow heart rates. Sinus rhythm was the rule except in four patients who showed nodal rhythm. The P-R interval lay within normal limits. The electrical position of the heart was horizontal in 15 patients, vertical in 23 and "indeterminate" in one. The corrected Q-T interval (Q-Tc)3 in 10 patients ranged between 0.34 and 0.43 second but the length of the interval did not vary significantly with changes in the end deflection. The QRS complex showed no abnormality in patterns 1 and 3.
The P wave showed changes. In 10 patients it lost its sharp outline and became rounded, indistinct or split ( fig. 3) . In some patients these changes were seen in all leads but in others they were confined to standard or precordial leads. 3. Los cambios observados han sido arbitrariamente clasificados en 3 patrones. 4 . Las peculiaridades electrocardiogr&ficas no fueron aparentemente debidas a cambios orghnicos en el corazdn.
5. La etiologia de estos cambios se desconoce y las teorias sobre la causa se discuten.
